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Chapter 37

Functional (psychogenic) dizziness

M. DIETERICH'?*_ J.P. STAAB>, AND T. BRANDT?



Functional and psychiatric disorders that cause vestibular symptoms (1.e., vertigo, unsteadiness, and diz-
ziness ) are common. In fact, they are more common than many well-known structural vestibular disorders.
Neurologists and otologists are more likely 1o encounter patients with vestibular symptoms due to persis-
tent postural-perceptual dizziness or panic disorder than Méniére’s disease or bilateral vestibular loss. Suc-
cessful approaches fo identifymng functional and psychiairic causes of vestibular symptoms can be
incorporated into existing practices without much difficulty. The greatest challenge 1s to set aside dichot-
omous thinking that strongly emphasizes mvestigations of structural diseases in favor of a three-pronged
approach that assesses structural, functional, and psychiatric disorders simultanzously.

The pathophysiologic mechamsms underlying functional and psychiatric causes of vestibular symp-
toms are better understood than many clinicians realize. Research methods such as advanced posturo-
graphic analysis and fimctional brain imaging will push this knowledge further 1 the next few years.
Treatment plans that include patient education, vestibular rehabilitation, cognitive and behavioral thera-
pies, and medications substantially reduce morbidity and offer the potential for sustained remission when
apphied systematically. Diagnostic and therapeutic approaches are necessarily mulfidisciplinary in namure,
but they are well within the purview of collaborative care teams or networks of chinicians coordinated with
the newologists and otologists whom patients consult first.
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‘ig. 37.1. General diagnostic classification of vestibular dis-
orders. Structural/cellular, somatic/functional, and psychiatric
disorders may independently cause vestibular symptoms. They
also may coexist in any combination of primary, secondary,
and coexisting conditions.



Signs and symptoms in acute and chrenie syndromes of structural, functional, and psychiatric vestibular disorders

Structural disorders Functional disorders Paychiatric disorders
Acute or Westibular Vertigo attacks Dnzzmess
episodic symptoms Unsteadiness
syndromes
Motion Vertigo in specific Fear of provocative motion
sensitivity positions
Vertigo with rapid
head tilts or turns
Aural Fluctuating hearing
symptoms loss
Unilateral tinmitus
Autonomic and Nausea Mild queasiness without Chest pain, palpitations,
vegetative Emesis £IMEsis dyspnea, remulousness,
SYIMpLoms Mild diaphoresis, paresthesias
trermulousness
Posture and gait Drirection-specific Wariable gait and stance deficits Excessive caution
abnormalities pulsion or falls Excessive upper-body motion
Drop attacks
Ataxia
Emotional Fear of falling or heights
symptoms Fear of becoming
meapacitated or
accidentally hamming
others
Chronic Westibular Unsteadiness Unsteadiness Unsteadiness
gyndromes symptoms Diizziness Dhizriness Dizriness
Motion Vertigo, Unsteadiness or dizziness with Avoidance of provocative
sensitivity unsteadiness, or motion of self in any motion environments
oscillopsia with direction or movement in the
rapid head envirorment
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Signs and symptoms in acute and chronie syndromes of structural, functienal, and psychiatric vestibular disorders

Structural disorders Fanctional disorders Paychiatric disorders
Aural Progressive hearing WVanable tinnitus
symptoms loas
Umnilateral tomitus
Autonormc and Chromc fatigue Tension, restlessness,
vegetative insommia, fatigue,
symptoms weicht change
Cognitive complaints
Poswral and Progressive decline Postaral unsteadiness or Excessive caution
gait in gait speed or dizziness Unnecessary use of gait
abnormalities flaidity Variable sensations of aids
Gradually increasing impending falls, toppling
frequency of falls over, or floating off the
ground
Emotional Catastrophic womies about
SYImptoms conséquences of
symptoms

Demoralization or sadness
Pessimism or hopelessness




PHOBIC POSTURAL VERTIGO

«POSTURAL DIZZINES»
OBIETTIVITA’'NEGATIVA

MARCATO SENSO DI INSTABILITA” E PAURA DI
CADERE

EPISODI «SITUAZIONALI»

RISOLUZIONE CON ATTIVITA” MOTORIE E
DISTRAENTI

.....ANTI ALTRI SINTOMI
TRATTO DI PERSONALITA’ OSSESSIVO




Acrophobia Phobic Postural Vertigo

« Susceptibility « Susceptibility
(earlier experiences) (vestibular disorders)
- Provoking stimulus « Provoking stimulus
(heights) (environmental, social)
Anxiety
to fall off to fall down

Anxious control of
postural stability

N

Subjecﬁve Co-contraction of
imbalance anti-gravity muscles

\.../

Inadequate mteraction between open-
and closed-loop postural control



Chronic dizziness: the interface between psychiatry

and neuro-otology
Jeffrey P. Staab

Current Opinion in Neurology 2006, 194148



Table 2 Definition of chranic subjective dizziness

Physical symptoms Subjective dizziness and imbaknce: Pemistent (> 3 months) sensations of nonvertiginous dizziness,
light-headedress, heavy-headedress, or subjective Imbalance that are present on most days.
Hypersensdivity ko moton Cheonic (= 3 months) hypesensiivity fo one's own motion, which is not
direction spacific, and to the movements of objects in the amironment.
Visea! vertign: Exacerbation of symptoms in settings with complet visual stimull such as grocery stores
or shopping malls or when pedorming precision visual tasks {e.g. reading or using a computer,
Newo-olologic evaluation Hiztory and svam. Absence of active physical neurctalogic ilnesses, definite medical conditions, or
medications that may cause dirriness. Past history may include apsodes of true vertigo or atadia as
long as the conditions causing those symptoms have resclvad
MNeuroimaging: Mormal radiographic imaging of the brain
Balance function tests. Normal or nondiagnostic findings. Includad in this criterion are patiants who have
recoverad clnically from past reurctolbogic ilnesses and demonstrate fully compensated, vestibular
deficits on balance function tests and those with isolated test abnomalities that cannat explain the
presenting symptoms.

Tahle 3 Characteristics of chwank subjective dizziness

Predisposing factors Preciphants Physical symptoms  Psychologleal morbidity  Sustaining factors Treatments
Otogenic CSD Phobicfardous temperament?  Mewro-otclogic or other S0 HM W MA, A& PA Conditioning Poychoeducation, S5Rls,
medical gvent Decasional paric Hamalic preoccu pation CBT, VBRT
Paychogenic G50 Phobicfandious temperament Panic attack SDHM W A4, PA Panic attacls Conditioning Psychoeducation, SSRIs,
Catastrophic cogpnitiona CBT, VBRT
Irteractive G20 Pre-giisting arcigty, neurotic Meuro-ctologic or other  S00HM WY AA, PA Panic attacks Conditioning Peychoeducation, SSRIs,
temparament medical event Generalzed angety Activated andety CBT, VBRT

AA, anticipatory anciety; CBT, cognitive behavioral therapy; CSD, chronic subjective dizineas; HM, hypersenaitivity to motion stimult MA, novdous avoidance; PA, phobic avoidance; 8D aubjective
dirziness/imbalance; SSRIs, selective serotonin reuptake inhibltors; VBRT, vestibular and balance rehabiltation therapy, YV, visual vertigo.



Table 4 Other medical-psychiatric congitions that cause chronic dizziness

Predieposing
factom Precipitants

Fhysical symptoms Fayehiatric moridity

Sustaining factors

Treatments

feuro-oflogic finesses with comorbid anviely

Veatbular migrine

Others (g Menigm's)

Family higtary of ~ Diet, stress, poor sieep

i kyring
Acute strass?

fifedical Minesses that mime C50

Post-concussional syndiome  Age (15-40}

Dysautononia

Other pavehiatric dispraers
Conversion disorder

Factitions diorder

Malingering

Sex (mak) or whiplush

Age (16-40)  Autonomic challenges,
acite sess

Limited coping ~ Psychological conflict

liategies
Chidhood Long pattern of MUPS
neglectichans
Opportunistic kgal
charges

Headathe, True vetigo
Atacla, SDUHMWY

True vertigo Hearing loss
Tinnitus, STUHAVY

AAMAPA Panic anacks
Generalzed angety
AAMNAPA Panic attacks
Generalred anciety
SDIHMAYY, Poor stammna

Traumatic brain injury Depression, Frtabiity

Light-headedness, Fresyncope None, NAAA

Unusual gait or stance Oetasional depression

Feigned imbalance Fayeholpgical denial

Feuned imbalance Lyng, Deception

Sensfuzation, Condtioning

Vestbular defict
Canditioning

Diffuse aonal inury

Impaired cardoiascular
comiral

Unmgoked conflict
Various

Compensation, Legal
charges

Migraine prophylats, S5R,
BT, VBRT

Meum-otologic treatments,
88k, CBT, VBRT

Varipus medications,
fehabiftation

Medbcations, coumemressure
[43]

Faychotherapy, Phyaiotherapy

Paychotherapy

AA, anticipatory amvety, CBT, cognitive behavioral therapy; TS0, chronic subjective diziness; HM, hypemsensitivity to motion stimuli MUPS, medically unexplained physical symptoms; NA, nosious
avoidance; PA, phobic avoidance, 501, subjective dirminesafimbalance, 88Rls, selectie serotonin reuptake inhibitoes; VBRT, vestibular and balance rehabilitation therpy, VV, visual vertigo.



M. DIEIEKIUH E1 AL.

Behavioral Comorbidity

PathophySiObgiC 1. Anxiety disorders
MeChan|SmS Of CSD 2. Phobic disorders

3. Depression

Precipitants Predisposing Failure of

1. Vestibular crisis Factors Readaptation

2. Medical event 1. Introverted

3. Acute anxiety temperament perpetuating
2. Pre-existing

Loop

anxiety

Provoking Factors
1. Upright posture

Acute Adaptation

1. Visual-somatosensory 2. Motion
dependence Recovery « Self

2. High-risk postural 1. Neurotologic * Environment
control strategies 2. Medical 3. Visual demands

3. Environmental 3. Behavioral  Complexity

vigilance * Precision



Attivita e connettivita nelle vertigini
croniche soggettive

Left Hemisphere

Right Hemisphere

Anterior Insula/Inferior Frontal gyrus

Posterior Insula/Superior Temporal gyrus (PIVC)

_ o Local response
Middle Occipital cortex in CSD
Hippocampus

Anterior Cingulate Cortex

---------------- ‘ Functional connectivity in CSD
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Chronic subjective dizziness: Analysis
of underlying personality factors

G. Chiarella®*, C. Petrolo®, R. Riccelli®, L. Giofre®, G. Olivadese®, FM. Gioacchini®, A. Scarpa®,
E. Cassandro? and L. Passamonti®*

Abstract,

BACKGROUND: Chronic subjective dizziness (CSD) is characterized by persistent dizziness, unsteadiness, and hypersen-
sitivity to one’s own motion or exposure to cornplex visual stirmli, CSD may be tnggered, in predisposed individuals with
gpecific personality traits, by acute vestibular diseases. CSD isalsothought to anise from failureto re-establish normal balance
strategies after resolution of acute vestibular events which rmay be modulated by diathesizto develop anxiety and depression,
OBJECTIVE: To confirmthe role of personality traits linked to anxiety and depression (1.¢., nenroticism, introversion, low
openness) as predisposing factors for CSD and to evaluate how individual differences in these personality traits areassociated
with CSD severity.

METHODS: We compared 19 CD patients with 24 individuals who had suffered from periferal vestibular disorders (FVD)
(1.2, Benign Paroxysmal Postural Vertigo or Vestibular Nenritis) but had not developed CSD as well as with 25 healthy
controls (HC) in terms of personality traits, assessed via the NEO-FI-R questionnaire,

RESULTS: CSD patients, relative to PVD patients and HCs, scored higher on the anxiety facet of nenrcticism. Total
neurcticism scores were algo significantly associated with dizziness severity in CSD patients but not VD patients,
CONCLUSIONS: Pre-existing atwiety-related personality traits may promcte and sustain the initial etiophatogenetic mech-
anisrs linked with the development of CSD, Targeting anxiety-related mechanisms in CSD may be therefore a promising
way to reduce the disability assoctated with CSD.,



( ;”&%";;.. Functional dizziness: from phebic pestural vertige
and chrenic subjective dizziness to persistent
postural-perceptual dizziness

Y250 THA0 Copyright & 2017

itananne bafench® BT ang Jaffray P, Simab®

The prevalence of unctional dizziness as a primary cause of vestibular symploms amounts to 10% in
neurc-olology centers. Rales of psychialric comorbidity in patients with siructural vestibular syndromes
are much higher with nearly 50% and with highest rates in patients with vestibulor migraine, vestibular
paroxysmia, and Méniére's disease. Pathophysiclogic processes seem lo include precipitaling evenls
that Irigger anxigty-relaled changes in postural sirategies with an increased atiention to head and body
motion and & coconlraction of leg muscles. Personclity Irails with high levels of neuroticism and low

levels of extraversion oppear as risk faclors for anxiety and deprassive disorgers and increased morbidity
in funclional disorders.



Criteri diagnostici (PPPD)

A. One or more symptoms of dizziness, unsteadiness, or nonspinning vertigo are present on most days for 3 months and more
1. Symptoms are persistent, but wax and wane
2. Symptoms tend o increase os the doy processas but may not be active throughout the entire day
3. Momentary flares may occur sponianecusly or with sudden movements
B. Sympioms are present without specific provocation but are exacerbated by
1. Upright posture
2. Active or passive mofion without regard fo direction or position
3. Exposure fo moving visual stimuli or complex visual patlemns

C. The disorder usually begins shorlly afier an event thot couses acute vestibular symploms or problems with balance, though less commonly, it
develops slowly

1. Precipitating events include acute, episodic, or chronic vestibular syndromes, other neurclogic or medical illnesses, and psychological
distress

a. When friggered by an ocufe or episodic precipitant, symptoms typically seftle info the patiem of criterion A as the precipilont resolves,
but may occur inlermitiently at first, and then consolidate into o persistent course

b. When triggered by o chronic precipitant, symploms may develop slowly and worsen grodually
D. Symptoms couse significant distress or functional impairment
E. Symptoms are not better aftributed to another disease or disorder



Journal of Vestibular Research 27 (2017) 191-208 191
DOI:10.3233/VES-170622
10S Press

Diagnostic criteria for persistent
postural-perceptual dizziness (PPPD):
Consensus document of the committee

for the Classification of Vestibular Disorders
of the Barany Society

Jeffrey P. Staab™*, Annegret Eckllardt-Hennb. Arata Horii®, Rolf Jacob®, Michael Strupp®.
Thomas Brandt® and Adolfo Bronstein'



MECCANISMO DELLA PPPD

¥ Predisposition Precipitants
*« Personaity trafs * Pyychological

* Pre-existing anwety distress
Brecipaants Psychological “ Comerbty
* Vestibular - ety
* Other medical —_— Phobia

a  * Depression



'Anxiety
e PR Anxiety Disorders DlS()l’d'ers

15 {2001) 27-51

Background and history of the interface
between anxiety and vertigo

Carey D. Balaban®”*, Rolf G. Jacob™®



Abstract

The comorbidity of vertigo and anxiety has been an integral component of the medical
literature smce antiquity. In the works E same terms were used in the context of
vertigo, inebriation, height vertigo, disorientation, and mental confusion. In classical
medicine, vertigo had the jguous status of being b
of other diseases such as hypochondriacal melancholy. Further, two etiologies were
described for vertigo: an origin in the head (brain) and an origin in the hypochondria
(abdominal viscera). In the course of the development of a detailed neurologic taxonomy
of vertigo in the lattﬂr half of the mﬂﬂtﬂﬂnﬂl century, a debate ensued whether agqraphobig,
a form of v sychiatric condyen. Elucidation of this forgotten
debate, within its historical context, provides msights mto the recent rediscovery of the

balance—anxiety interface. © 2001 Elsevier Science Inc. All rights reserved.




UN PO DI STORIA...

1872 Jackson «vertigo orrible depression»
1880 Woakes labirintite :terrore

1894  Bach’s Nistagmo rotatorio piu evidente
1900 Freud «anxiety attacks»

1951 Hallpike :alterazioni nella risposta
calorica

1961-63 Collins riflesso oculo-vestibolare alterato

1977 Magnusson ,Nilson «equivalenti ansiosi»
«Anxiety without anxiety»
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Psychiatric comorbidity and psychosocial impairment
among patients with vertigo and dizziness

Claas Lahmann,'-? Peter Henningsen,"? Thomas Brandt,* Michael Strupp,**
Klaus Jahn,?* Marianne Dieterich,>*> Annegret Eckhardt-Henn,®
Regina Feuerecker,>* Andreas Dinkel," Gabriele Schmid'-?

J/ Neurl Neurosurg Psychiatry 2014,0:1-7.
Methods This cross-sectional study involved a sample

of 547 patients recuited from a spedialised Results Neurological diagnastic workup revealed
interdisciplinary treatment centre for vertigo/dizziness. organic and hon-organic vertigoldizziness in 80.8% and
Diagnestic evaluation induded standardised neurclogical 19.2% of patients, respectively. In 48.8% of patients,
examinations, structured dinical interview for major SCID-| led to the diagnosis of & current psychiatric
mental disorders (SCID-) and self-report questionnaines disorder, most frequenty ardetyfohobic, somatoform
regarding dizainess, depression, anxiety, somatisation and affective disorders, In the organic vertigofdizziness
and quality of life. group, 42.5% of patients, particularly these with

vestibular parcxysmia or vestibular migraine, had a
current psychiatric comorbidity, Patients with psychiatric

lusions Al half of pati ith verti ol i '
Conclusions Almost half of patients with vertigo/ cormorbidity reported more vertigo-telated handicaps,

dizziness suffer from a psychiatric comorbidity. These

patients show more severe psychosocial impairment more depressive, andety and somatisation symptors,
compared with patients without psychiatric disorders. and lower psychological quality of Iife compared with
The worst combination, in terms of vertigo-related patients without psychiatric comorbidity

handicaps, is having non-organic vertigo/dizziness and
psychiatric comorbidity. This phenomenon should be
considered when diagnosing and treating vertigo/
dizziness in the early stages of the disease.
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Christoph Best Psychiatric morbidity and comorbidity

Annegret Eckhardt-Henn

Regine Tschan in different vestibular vertigo syndromes
Results of a prospective longitudinal study

Marianne Dieterich

over one year

Methods This interdisciplinary
prospective longitudinal study in-
cluded a total of 68 patients with
vestibular vertigo syndromes. Four
subgroups were compared: benign
paroxysmal positioning vertigo
(BPPV, n=19), vestibular neuritis
(VN, n=14), vestibular migraine
(VM, n=27), and Meniére’s disease

Conclusion A positive history of
psychiatric disorders is a strong
predictor for the development of
reactive psychiatric disorders fol-
lowing a vestibular vertigo syn-
drome. Especially patients with
vestibular migraine are at risk of
developing somatoform dizziness.
The degree of vestibular dysfunc-
tion does not correlate with the

development of psychiatric disor-
ders.



Anxiety disorders and other psychiatric
subgroups in patients complaining of dizziness

A. Eckhardt-Henn®", P. Breuer®, C. Thomalske®,
S.O. Hoffmann®, H.C. Hopt®

Anxiety Disorders
17 (2003) 369-388
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* 189 PAZIENTI

* 50 (ORGANICI)=>
* 30 (MISTI)

* 99(PSICHIATRICI)
» 10(IDIOPATICI.)



MNeurclogic diagnoses

Diia gnevans

Pertpheral vestibular lesion
Peragn paroxysmal postioning vertige
Meniere's disease

Central lesson

Baglir arery migrame
Edflarnrated CIS-disease
Commrsiio Labyrinthii
Meuritnoma, lumbat spite
Bramatem confsion
Arachnond ol intracerebral cya
Megalodolichobasd ars
Alpart syndrome

Chol esteatotng

Cervical syndrotne
Parkinson’s disease

Tranaent ischenuc attack
Acusticns heusmotng

CINS: Central Nervous Systemn.
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Prjchmatic (DSM-IV) dia pnoses
DSN-IV diagnosis

Psychiatric group
v 99

Maxad group
(v 30)

Depregsrve disorders
206 2 Major depresaon, smgle episode
2863 Major depressdon, recurrent episode
311 Depresave disorder, NOS
3020 Adjostment disorder with depressed mood
Anc ety doordets
300001 Panie disorder without 4 gora phivbia
30021 Pandc disorder with apotaphobaa
30022 Aporaphibia
3302 Geperalized ansiety disorder
30000 Anxvety disosder NOS

Somatoform disteders
300 8] Somatization disorder
300 81 Undi Merentiated snaldlionn discrdar
30081 Sotnatofortn diwader, NOS
300 11 Corvemioh disorder

10

11

11
13

[P S R S

MNOS: Nt othenwise speciied.



Psychological distress longitudinally mediates the effect of vertigo @Cwm
symptoms on vertigo-related handicap

Thomas Probst *®*, Andreas Dinkel ¢, Gabriele Schmid-Miihlbauer ¢, Katharina Radziej ¢, Karina Limburg “®,
Christoph Pieh "¢ Claas Lahmann "

* Department of Psvcholoev and Psvchotherapv. Witten/Herdedee Universitv. Witten. Germany

Journal of Psychosomatic Research 93 (2017) 62-68



Objective: Vertigo symptoms can lead to more or less vertigo-related handicap. This lengitudinal study inves
gated whether depression, anxiety, and/or somatization mediate the relationship between vertigo symptor
and vertigo-related handicap.

Methods: N — 111 patients with vertigo/dizziness pravided complete data on the following measures: Verty
symptoms at baseline, depression at 6-month follow-up, anxiety at 6-month follow-up, somatization at
month follow-up, and vertige handicap at 12-month follow-up. Mediation analyses with bootstrapping we
performed to investgate the mediating role of anxiety, depression, and somatization in the relationship betwe
vertico symptoms and vertige-related handicap.

Results: When the mediating role of anxiety, depression, and somatization was evaluated separately from ea
other in single mediation models, the effect vertigo symptoms at baseline exerted on vertigo-related handic
at 12-month follow-up was significantly mediated by depression at 6-month follow-up {p <0.05}, by anxie
at 6-maonth follow-up (p < 0.05), as well as by somatization at 6-month follow-up (p < 0.05). When statistica
controlling for the other mediatars m amultiple mediator madel, enly depression at 6-month follow-up meds:
ed the effect of vertigo symptoms at baseline on vertigo-related handicap at 12-month follow-up (p < 0.05).

Conclusion: Psychological distress is an important mechanism in the process how vertige symptoms lead to ve
tieo-related handicap.
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Short communication

Anxious, introverted personality traits in patients with chronic
subjective dizziness

Jeffrey P. Staab **, Daniel E. Rohe ¢, Scott D.Z. Eggers °, Neil T. Shepard €



ABSTRACT

Cirectnees: Chronic subjective dizziness (C50) s a neurotologic disorder of persastent non-vertiginous diz siness,
unsteadiness, and hypersénsitivity to one's own motion or exposure to comples vicual stimmai CeD usually
ollowe acute attacks ofvertgo or diziiness and o6 thought to anse from patients’ fature to re-establish normal
Ineometor control strateged after redolution of acute vestibular symptomes. Pre-exicting anxiety or anxiety
diathesis may be nisk Betors for CS0, This study tested the hypothesis that patient: with C50 are more Likedy
than indivichaals with other chronie neorotologic Ulnesses to possess anxions, introverted pecsonality traits
Methods: Data were abstracted retmospectively from medical reconds of 40 patients who undecwent muttdisce-
plinary neurotology svaluations for chronic dizzinest. Twenty-four subjects had CS0. Swteen had chrome
medical conditions other than CS0 plus co-existing anxiety disorders. Group differences in demograp hics,
Dhzziness Handicap Inventory (DHI) scoces, Hospital Anxiety and Depreion Scale (HADS) scoces, DSM-Y diag-
noses, perionality traits measured with the NEO Pectonality [nventory — Revised (NEO-PI-R), and tempeaments
composed of NEO-PI-R facets were examined

Resylts: Therewere no differeaces between groups in demographics, mean DHE or HADS-amx ety scores, or DS -
v diagnoses. The C50 group had higher mean HADS-depresson and NEG-PI-R trait anxiety, but lower NEG-PI-R
extravertion, warmth, potitive pmotions, openness to feelings, and trast (all p < 005). G50 subjects were
significantly more lkely than companson subjects to have a composite temperament of high trait anxiety plus
iow warmth or evetement ceelang

Coreclustonr An anxious, introverted temperament i strongly assooated with C50 and may be a nsk Bdtor for
deved noine thit wodrome.



RELAZIONE TRA TEMPERAMENTO,MECC. FISIOPATOLOGICO, DISTURBO
FOBICO, PANICO E DI ANSIA

Familial aggregation of some phoblas Specific
(e.g. blood phobla) phobias
P} SO

« Behavioral inhibition

» Helghtened autonomic reactivity
« Anxlety sensitivity

Heartability- 50%

Genetics

« SHTTLPR, COMT

Physiology

« #Reactivity, Whabituation to novelty
» Amygdala, CSF CRH, cortisol

« Prefrontal EEG asymmetry

Phobx anxious temperament

Phenotype
« Worrywart, intermittent dysphoria
« Episodic psychosomatic symptoms

(
s <
N

Generalized anxlety

Genetics
«SHTTLPR

Physlology
« Imaging of higher fear pathways

Neurolicism

Major depression j

Current Opinion in Neurology 2006, 194748
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Vestibular vertigo and comorbid cognitive and
psychiatric impairment: the 2008 National Health
Interview Survey

Robin T Bigelow," Yevgeniy R Semenoy,” Sascha du Lac,“* Howard J Hoffrian, ®
Yur Agrawva’

 Neural Neurosurg Psychiatry 2015,0:1-6.

Conclusions Our findings indicate that vestibular
impairment is associated with increased risk of cognitive
and psychiatric comorbidity. The vestibular system is
anatomically connected with widespread regions of the
cerebral cortex, hippocampus and amygdala. Loss of
vestibular inputs may lead to impairment of these
cognitive and affective circuits. Further longitudinal
research s required to determine if these associations
are causal.



Depression
13% mediation

Anxiety
6.2% mediation

Panic Disorder

Difficulty

9.8% mediation
% Remembering or

Confusion

Combined, depression, anxiety, and panic disorder account for 32% of the effect of
vestibular vertigo on difficulty remembering or confusion



CENNI DI TERAPIA

S.S.R.l. (sertralina,seropram,escitalpram)

S.N.R.I (venlafaxina)

Approccio psicoterapeutico (cognitivo-
comportamentale)

Evitare benzodiazepine!
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PO Journal of Psychosomatic Research

journal homepage: W elsevi ar cam/fl ocataljpsyechoras

Effects of a program of cognitive-behavioural group therapy, vestibular
rehabilitation, and psvchoeducational explanations on patients with
dizziness and no quantified balance deficit, compared to patients with
dizziness and a quantified balance deficit

D.A. Sehmid™®, J.H.J. Allum®"*, M. Sleptsova’, 8. Gross™, J. Gaab', A. Welge-Liissen™,
R. Schaefert®, W, Langewitz®



KEY POINTS

Functional and psychiotric couses of vestibular
symptoms are commoen and con be identified by
readily recognizable poterms of symplams.

The tarm undional’ now refers, os it once did, to
condifions that arise from changes in the funclioning of

orgon systems, rather than Fom structural defects or
psychiatre disorders, which are seporde enfifies.

The Baréany Society and WHO recently defined o new
functional vestibuler disorder fermed ‘persistent posturel-
parcaptual dizzinass’ (PPPD} bosed on 3 decodas of
research on phobic posural verdige, spacemotion
discombort, visval varfige, and chrenic

subective dizziness,

Functional and psychiatric vestibular disorders may ba
trescted sm:-:esﬁll-_.r with systematic applications
pofient edueation, physictheropy, cognitive behavior
thempy, and medications,




TAKE HOME MESSAGE

* LE SINDROMI VERTIGINOSE SONO UN
ESEMPIO PERFETTO DI COME L’APPROCCIO
DIAGNOSTICO E TERAPEUTICO MAI COME
ORA DEBBA ESSERE MULTI-

NTERDISCIPLINARE.

* L’'OTORINO, IL NEUROLOGO,

RAPPRESENTANO LE
E LA LORO CONDIVIS

-IGURE
ONE DI

PUO’ E NON DEVE CF

O PSICHIATRA
DI RIFERIMENTO

NTENTI NON

E ESSERE AUSPICABILE



